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African Americans are one of the largest ethnic groups in the United
S t a t e s . Data from the U. S . D e p a rtment of Commerc e, Bureau of the
Census (2001) reveal that there are approx i m a t e ly 34,333,000 African
Americans residing in the United States, representing 12.1% of the
total population. The African-American population is expected to
increase to 40.2 million by 2010 (American Demographics, I n c . , 1 9 9 1 ) .
Health disparities among the African-American population incl u d e
l i fe ex p e c t a n cy, h e a rt disease, hy p e rt e n s i o n , infant morality and mor -
bidity rates, c a n c e r, H I V / A I D S , v i o l e n c e, type 2 diabetes mellitus, a n d
a s t h m a . The purpose of this art i cle is to address the issue of health
disparities among African Americans by providing nu rses with a
practice model of cultural competence.

© 2009 Society of Urologic Nurses and Associates
U rologIc Nurs i n g , p p . 4 9 - 5 4 .

African Americans are
l a rgely the descendants
of Africans who were
b rought forcibly to the

United States as slaves between
1619 and 1860. The literature con-
tains conflicting re p o rts of the
exact number of slaves that arr i v e d
in the U.S., with varying estimates
revealing that anywhere from 3.5
to 24 million slaves landed in the
Americas during the slave trade
era. African-American slaves gen-
erally settled in Southern states,
and curre n t l y, over 50% of African
Americans still live in the South;
19% live in the North and
N o rtheast, 9% live in the We s t ,
and 19% live in the Midwest
(Campinha-Bacote, 2008). The
highest concentration of African
Americans can be found in metro-
politan areas, with over 2 million
residing in New York City and
over 1 million living in Chicago
(U.S. Department of Commerc e ,
B u reau of the Census, 2001). Wa t t s
(2003) asserts that race is an issue
for African Americans, and “the
Black experience” in America is
markedly diff e rent from that of
other immigrants, specifically in
t e rms of the extended period of
the institution of slavery and the
issue of skin color as a means for
dehumanization of Black persons.

A Model of Cultural Competence 

The Process of Cultural
Competence in the Delivery of
H e a l t h c a re Services is a practice
model of cultural competence
that defines cultural competence
as the ongoing process in which
the nurse continuously strives to
achieve the ability and availabili-
ty to work effectively within the
cultural context of the patient
(individual, family, community)
(Campinha-Bacote, 2007). This
practice model re q u i res nurses to
see themselves as becoming cul-
turally competent rather than
being culturally competent, and
it involves the integration of cul-
tural desire, cultural aware n e s s ,
cultural knowledge, cultural
skill, and cultural encounters
(see Figure 1). Each of these con-
s t ructs will be applied to caring
for the African-American patient. 

Cultural Desire

Cultural desire is defined as the
motivation of the nurse to “want
to” engage in the process of
becoming culturally competent
with African-American patients;
not the “have to” (Campinha-
Bacote, 1998). Cultural desire is
the pivotal construct of cultural
competence that provides the
e n e rgy source and foundation for
one’s journey toward cultural
competence. Humility is a key
factor in addressing one’s cultural
d e s i re. Nurses who are humble
have a genuine desire to discover
how their patients think and feel
d i ff e rently from them. Cultural
humility is a quality of seeing the
g reatness in others and coming
into the realization of the dignity
and worth of others. As health
c a re professionals, nurses do not
have to accept the patient’s belief
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system; however, nurses must
t reat each person as a unique
human being worthy and deserv-
ing of love and care. In this sense,
cultural desire is expressed in
t e rms of human dignity, human
rights, social justice, and equity
(Campinha-Bacote, 2005). Researc h
continues to demonstrate a dire c t
correlation between inequality
and negative health outcomes,
and it is because of this link that
nurses must consciously connect
cultural competence with social
justice. Stacks, Salgado, and
Holmes (2004) contend that when
cultural competence partners
with social justice, equality in
health outcomes can finally be
achieved for all, re g a rdless of
r a c e / e t h n i c i t y, language, gender,
religion, or sexual orientation.

Cultural Aw a r e n e s s

Cultural awareness is the con-
scious self-examination and in-

depth exploration of our person-
al biases, stereotypes, pre j u d i c e s ,
and assumptions that we hold
about individuals who are diff e r-
ent from us. In addressing cultur-
al awareness, nurses must ask the
question, “Am I aware of any
biases or prejudices that I may
have toward African-American
patients?” An example of one
unconscious area of bias may be
the African-American dialect.

Although the dominant lan-
guage spoken among African
Americans is English, there is a
way of speaking among some
African Americans that sociolin-
guists refer to as African American
English (AAE). These term s
include Black English, Ebonics,
Black Ve rnacular English (BEV),
and African American Ve rn a c u l a r
English (AAVE) ( B l a n d - S t e w a rt ,
2005). The major problem that
AAE speakers face is pre j u d i c e .
Most people believe that AAE is
inferior to Standard American

English. At times, African
Americans who use AAE are
m i s i n t e r p reted as being unedu-
c a t e d .

A nurse’s personal beliefs and
biases about African Americans
may lead to unequal tre a t m e n t ,
misdiagnosis, and over- m e d i c a-
tion (Levy, 1993; Smedley, Stith,
& Nelson, 2002). For example,
African Americans are at a high-
er risk of misdiagnosis for psy-
chiatric disorders, and there f o re ,
may be treated inappro p r i a t e l y
with drugs. Studies have found
that African Americas are more
likely to be over-diagnosed with
having a psychotic disorder and
m o re liable to be treated with
antipsychotic drugs, re g a rdless of
diagnosis (DelBello, Soutullo, &
Strakowski, 2000; Lawson, 1999;
Strakowski, McElro y, Keck, &
West, 1996; Strickland, Lin, Fu,
Anderson, & Zheng,1995). While
t h e re are several possible expla-
nations, DelBello et al. (2000)
contend that one plausible expla-
nation is that clinicians per-
ceived African Americans to be
m o re aggressive and more psy-
chotic, and as a result, were pre-
scribed the antipsychotics.

In examining the construct of
cultural awareness, nurses must
also examine the possibility of
racism and ask the question, “Is
t h e re racism in health care?” While
p revious re s e a rch attributed the
p roblem of health disparities
among African Americans and
other minority groups to access-
related factors, income, age, comor-
bid conditions, insurance coverage,
socioeconomic status, and expre s-
sions of symptoms; the Institute of
Medicine (IOM) cites racial pre j u-
dice and diff e rences in the quality
of health as possible reasons for
i n c reased disparities (Burro u g h s ,
M a x e y, & Levy, 2002; Smedley et
al., 2002; Stolberg, 2001). 

Cultural Knowledge 

Cultural knowledge is the
p rocess of seeking and obtaining
a sound educational base about
African Americans (Campinha-
Bacote, 2007). In acquiring this
knowledge, nurses must focus on
the integration of three specific
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issues: health-related beliefs
about practices and cultural val-
ues, disease incidence and pre v a-
lence, and treatment eff i c a c y
( L a v i z z o - M o u re y, 1996). B e c a u s e
most African Americans tend to
be suspicious of health care pro-
fessionals, they tend to see a
physician or nurse only when
absolutely necessary and may use
home remedies to maintain their
health and treat specific health
conditions. Some African A m e r i-
cans, particularly of Haitian back-
g round, may believe in sympathet-
ic magic. Sympathetic magic
assumes everything is interc o n-
nected and includes the practice
of imitative and contagious magic.
Contagious magic entails the
belief that once an entity is phys-
ically connected to another, it can
never be separated; what is done
to a specific part is also done to
the whole. This type of belief is
seen in the practice of voodoo,
when an individual will take a
piece of the victim’s hair or fin-
g e rnail and place a hex, which
they believe will cause the person
to become ill (voodoo illness)
(Campinha-Bacote, 1992). 

Imitative magic assumes the
belief that “like follows like.” For
example, a pregnant woman may
sleep with a knife under her pil-
low to “cut” the pains of labor.
African Americans consider
themselves spiritual beings, and
God is thought to be the supre m e
h e a l e r. Spiritual beliefs stro n g l y
d i rect many African Americans as
they cope with illness and the end
of life. In a review of the literature
on spiritual beliefs and practices
of African Americans, Johnson,
E l b e rt -Avila, and Tulsky (2005)
noted that “spiritual beliefs and
practices are a source of comfort ,
coping, and support, and are the
most effective way to influence
healing; God is responsible for
physical and spiritual health,
and the doctor is God’s instru-
ment” (p. 711).

In re g a rd to disease incidence
and prevalence, Underwood and
colleagues (2005) assert that
African Americans experience an
“excessive burden of disease.”
When examining the re l a t i o n s h i p
of social characteristics, such as

education, income, and occupa-
tion to health indicators, African
Americans have worse indicators
when compared to Caucasians
( N a v a rro, 1997). African Ameri-
cans are at greater risk for many
diseases, especially those associ-
ated with low income, stre s s f u l
life conditions, lack of access to
p r i m a ry health care, and negating
health behaviors.

H y p e rtension is the single gre a t-
est risk factor for card i o v a s c u l a r
disease and heart attacks among
African Americans. Compare d
with hypertension in other ethnic
g roups, hypertension among
African Americans is more severe ,
m o re resistant to treatment, and
begins at a younger age, and the
consequence is significantly worse,
including organ damage (Bre w s t e r,
van Montfrans, & Kleijnen, 2004;
M o o re, 2005). African Americans
also experience higher overall can-
cer incidence and mortality rates,
and less than 5-year survival rates
when compared to non-Hispanic
Caucasian, Native American,
Hispanic, Alaskan Native, Asian
American, and Pacific Islander
population groups (Underwood &
Powell, 2006). Because African
Americans are concentrated in
l a rge inner cities, they are at risk for
being victims of violence. Death
due to violence is the sixth leading
cause of death among African
Americans (National Center for
Health Statistics, 2002). It is also
noted that African Americans have
a dispro p o rtionally higher rate of
poor asthma outcomes, including
hospitalizations and deaths.
Deaths due to asthma are thre e
times more common among
African Americans than among
Caucasians (Asthma and Allerg y
Foundation of America and the
National Pharmaceutical Council,
2 0 0 6 ) .

African Americans suffer fro m
c e rtain genetic conditions. Sickle
cell disease is the most common
genetic disorder among the
African-American population,
a ffecting one in every 500
African Americans. In addition
to sickle cell disease, glucose-6-
phosphate dehydrogenase defi-
c i e n c y, which interf e res with glu-
cose metabolism, is another

genetic disease found among
African Americans. Finally, AIDS
contributes to the lower life
expectancy of African Americans
c o m p a red to European Americans.
In 2003, African Americans, who
make up approximately 12% of
the U.S. population, accounted for
half of the HIV/AIDS cases diag-
nosed. Treatment eff i c a c y, espe-
cially the field of ethnic pharm a-
c o l o g y, is important to addre s s
when obtaining cultural knowl-
edge. Examples of drugs that
African Americans respond to or
metabolize diff e rently are psy-
c h o t ropic drugs, immunosuppre s-
sants, antihypertensives, card i o-
vascular drugs, and antire t ro v i r a l
medications (Burroughs et al.,
2002; Campinha-Bacote, 20 0 7 ;
Dirks, Huth, Yates, & Melbohm,
2004; Glazer, Morg a n s t e rn, &
Doucette, 1993). For example,
Dirks et al. (2004) found that the
oral bioavailability of specific
i m m u n o s u p p ressants in African
Americans was 20 and 50%
lower than in non-African
A m e r i c a n s .

In obtaining cultural knowl-
edge of health-related beliefs
practices and cultural values,
disease incidence and pre v a-
lence, and treatment eff i c a c y
among African Americans, it is
critical for nurses to re m e m b e r
the concept of intra-cultural vari-
ation. There are marked diff e r-
ences within as well as acro s s
cultural groups (Campinha-
Bacote, 2007). African Ameri-
cans are not a homogenous
g roup, but rather, reflect a very
h e t e rogeneous group composed
of a gene pool of over 100 racial
strains. There f o re, nurses must
develop the skill to conduct a
cultural assessment with each
African-American patient.

Cultural Skill 

Cultural skill is the ability to
collect relevant cultural data
re g a rding the patient’s pre s e n t i n g
p roblem, as well as accurately
p e rf o rm a culturally based, physi-
cal assessment in a culturally sen-
sitive manner (Campinha-Bacote,
2007). The goal of a cultural
assessment is to explore the
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p a t i e n t ’s explanation of his or her
illness. Kleinman (1980, p. 106)
finds it useful to ask the following
open-ended questions in eliciting
the details of the patient’s
e x p l a n a t o ry model: 
• What do you call your pro b-

lem? What name does it
h a v e ?

• What do you think has
caused your pro b l e m ?

• Why do you think it start e d
when it did?

• What do you think your sick-
ness does to you? How does
it work?

• How severe is it? Will it have
a short or long course?

• What do you fear the most
about your sickness? 

• What are the chief pro b l e m s
your sickness has caused for
y o u ?

• What kind of treatment do
you think you should re c e i v e ?
What are the most import a n t
results you hope to re c e i v e
f rom this tre a t m e n t ?

Nurses also need to develop cul-
tural skill when perf o rming a phys-
ical assessment with African-
American patients. In perf o rming a
culturally based physical assess-
ment, Bloch (1983) encourages
nurses to internally ask questions
such as, “How does skin color vari-
ation influence assessment of skin
color changes and its re l a t i o n s h i p
to the disease process?” This ques-
tion raises important concerns for
the African-American patient.
Nurses are trained in the art of
using alterations in skin color and
deviations from an individual’s
n o rmal skin tone to aid with diag-
noses. For example, yellow jaun-
dice is a sign of a liver disord e r ;
pink and blue skin changes are
associated with pulmonary dis-
ease; and ashen or gray color sig-
nals cardiac disease (Salcido,
2002). However, these acquire d
assessment skills are based on a
E u rocentric rather than a melano-
centric approach to skin assess-
ment. Assessing the skin of most
African-American clients re q u i re s
d i ff e rent clinical skills from those
for assessing people with white
skin (Campinha-Bacote, 2008). For
example, pallor in dark-skinned
African Americans can be observ e d

by the absence of the underlying
red tones that give the brown and
black skin its “glow” or “living
c o l o r.” Lighter-skinned African
Americans appear more yellowish
b rown, whereas darker- s k i n n e d
African Americans appear ashen.
Cyanosis and blood oxygenation
levels may present diff e rently in
dark-skinned clients than in light-
skinned clients. For example, some
dark-skinned African-Americ a n
patients may have very blue lips,
which may give a false impre s s i o n
of cyanosis. In striving toward a
melanocentric approach to assess-
ing the skin of culturally diverse
patients, Purnell and Paulanka
(2003) offer the following guide-
lines for assessing skin variations:
1) establish a baseline color (ask a
family member), 2) use dire c t
sunlight, if possible, 3) observ e
a reas with the least amount of
pigment, 4) palpate for rashes,
and 5) compare skin in corre-
sponding are a s .

Cultural Encounters 

Cultural encounter is the delib-
erate seeking of face-to-face inter-
actions with African-American
patients. Ti n g - Toomey (1999) con-
tends that effective cultural en-
counters should consist of “mind-
ful intercultural communications”
and argues that the opposite of
mindful cross-cultural communi-
cation is “mindless stere o t y p i n g ”
(p. 16), which is a closed-ended,
exaggerated over-generalization of
a group of people based on little or
no external validity. Negative
encounters from health care pro-
fessionals can greatly aff e c t
African Americans’ decision to
seek medical attention (McNeil,
Campinha-Bacote, Tapscott, &
Vample, 2002). One study re p o rt e d
that 12% of African Americans,
c o m p a red to 1% of Caucasians, felt
that health care practitioners tre a t-
ed them unfairly or with disre s p e c t
because of their race (Kaiser Family
Foundation, 2001). Because most
African Americans tend to be sus-
picious of health care pro f e s s i o n-
als, effective cultural encounters
a re key in establishing a tru s t i n g
relationship. The case study in
F i g u re 2 presents a communica-

tion gap between the nurse and an
African-American patient.

When interacting with African
Africans, it is important to know
that most prefer to be greeted for-
m a l l y, such as Doctor, Revere n d ,
P a s t o r, Mr., Mrs., Ms., or Miss.
They prefer their surn a m e
because the “family name” is
highly respected and connotes
pride in their family heritage.
African-American communica-
tion has been described as high-
context (Cokley, Cooke, &
Nobles, 2005). They tend to re l y
on fewer words and use more
non-verbal messages than what is
actually spoken. The volume of
African Americans’ voices is
often louder than those in some
other cultures; there f o re, nurses
must not misunderstand this
attribute and automatically as-
sume this increase in tone
reflects anger. African-American
speech is dynamic and expre s-
sive. They are also re p o rted to be
c o m f o rtable with a closer person-
al space than other cultural
g ro u p s .

Health literacy must also be
a d d ressed during the cultural
encounter with African Ameri-
cans; re s e a rch shows that health
literacy is the single best pre d i c-
tor of health status. H e a l t h y
People 2010 defines health litera-
cy as “the degree to which indi-
viduals have the capacity to
obtain, process, and understand
basic health information and
s e rvices needed to make appro-
priate health decisions” (U.S.
D e p a rtment of Health and
Human Resources, 2002). Low
health literacy affects 40% of
African Americans and is consid-
e red a barrier to receiving opti-
mal health care. 

Conclusion 

The Process of Cultural
Competence in the Delivery of
H e a l t h c a re Services model
(Campinha-Bacote, 2007) pro-
vides nurses with a model of
practice to render culturally
competent and culturally re s p o n-
sive health care to African
Americans. In applying this prac-
tice model of cultural compe-
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tence, nurses should consider the
following question: “In caring for
African-American patients, have
I A S K E D myself the right ques-
tions?” The mnemonic “ASKED”
(Campinha-Bacote, 2002, p. 187)
re p resents the following ques-
t i o n s :
• Aw a reness: Am I aware of

my biases and pre j u d i c e s
t o w a rd African Americans,
as well as the existence of
racism in health care ?

• S k i l l : Do I have the skill of
conducting a cultural assess-
ment with African-American
p a t i e n t s ?

• Knowledge: Am I knowledge-
able about health-re l a t e d
beliefs, practices, and cultur-
al values; disease incidence

and prevalence; and tre a t-
ment efficacy among African
A m e r i c a n s ? ”

• E n c o u n t e r s : Do I seek out
face-to-face encounters with
African Americans?

• D e s i re : Do I really “want to”
become culturally competent
with African-American pa-
tients? 
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ty clinic. The nurse rev i ews the chart prior to entering the examination room.T h e
nurse notes that the next patient is LaShawn, a 24-year-old Afri c a n - A m e ri c a n
female with a chief complaint of low pelvic pain and bu rning during voiding for 2
to 3 we e k s. The nurse sees that the chart has been flagged, noting that
L a S h awn is not employed, has no insura n c e, and lives in subsidized income
h o u s i n g . The nurse sighs and rolls her eye s, and enters the room to collect the
initial assessment info rm a t i o n .

N u rs e : (enters the room, looking through the chart) “ W hy are you here”?

L a S h aw n : (sitting on the end of the examination table) “I told the other nu r s e,

w hy she didn’t tell yo u ? ”

N u rs e : (rolls eyes) “ Well, just tell me again.”

L a S h aw n : “It hurts to go to the bathroom.”
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G randma told me. Then I took a bath in Epsom salts, and that helped too.”
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Epsom salts. She said she won’t get the prescription filled. She also is challeng-
ing authori t y, so I am not sure how well she will listen to yo u .”

As you consider The Process of Cultural Competence in the Delive ry of
Healthcare Services model of culturally competent care and above case study,
i d e n t i f y :

• Potential and actual barriers to commu n i c a t i o n .
• Issues relative to cultural desire.
• Issues relative to cultural awa r e n e s s.
• Implications of cultural knowledge as it relates to self care.
• The impact of cultural skill on the outcome of care.
• The impact of cultural encounters on the outcome of care.

Figure 2.
Case Study
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